Heulth,
 Welfare
ublic

Service

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseoses in Port | must be causally refated.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._ ...

! F“_ED APR 2 4 19590:50.1 Distriet NO. s oo erreerns e

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceosed lived. |f institution: Rcuden huioro
' . STATE . = b. COUNTY admigsion)
a COUNTY ° Missouri. /"
b CITY {li outside corporate limits, give TOWNSHIP enly) Inside Limits €. CIOTRY inaide Limits
Tow _ St, Louis, Mo, Yes g Mo TownSt, Louis. Yoy Mol
c. FgLFl'.. NAM%QF (1 NOT in hospital, give location) { Lengih of stay in 1b d. iTD%%EEES (If outside, give location) Reside on Farm
HOSPITAL OR < s -
¢ eTitution Ste Louis City Hospital 4339 Olive, St. Yer [ N B
| o
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoar
(Type or print} . oF :
James P. McKinney pEaTH  April 7, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH $. AGE 0 F UMDER 1 YEAR| IF UNDER 24 HRS.
. NIARRIEDE ’EVER MARRPEDD la: :0;;:;; Monthy | Days Hours Min,
Male White wooweo)  oworceo(]| Octe 13, 189k 3 I I
105, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking lite, even if retired) . INDUSTRY . .
aintenance Fisst Natl,Bank. I1linois. U.S.A.
130 EATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
s McKinney Evilla Bessie
15, WAS DECEASED EYER IN U. 5. ARMED FORGES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yas, ne Er unkngwn)

(If you, v,iur or dotes of servics)

t—

Bessie McKinney, 11339 Olive, St.

18. CAUSE OF DEATH (Enter only one cause
PART 1.

Conditions, if any,
which gave riss ta
above cause (o),
stating the under-

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

F@G for {a), (b), and (c) )

Ol:c»c,é.ur.um/

INTERVAL BETWEEN
ONSET AND DEATH

}

ouE 10 (4 %W N/,

Y20,

/

MEDICAL CERTIFICATION

lying covas last. DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH but not related to the termirgl diseass condition glven in PART I (a) 19. :’ég JSES¥
/ YEsW] no}
2. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injuty in PART | or PART Il of item 18.)
O 0 O
2c. TIMEOF Heur Month, Day, Year
INJURY o.m,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT[:] NOT WHILE D farm, wctory, street, office bldg., erc.)
AT WORK
21. | ottended the deceased from S o o and last saw: alive on

ath occurred at

m on the date atated above; and ro the best of my kmwltdge; from the cavses stated.

730, BURIAL, CREMATION,
REMOVAL (Specify)

val
24. FUNERAL DIRECTOR

j pan-Sheahan, 1700 Washington, Blvd

{Licensed Embolmer’s Stotement on Raverse Side)

g SGNATURE,

[t {

(Dogafe ar r% S \,Q'B’ESS 22¢. DATE SIGNED
. clacaz ) o0 sl S P
23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, o caunty) (State)

Altamont, Illinois.

ADDRESS

25. DATE RECD. BY LOCAL REG.

APRB 53

Lot tuidh 110,
7




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

, Student Embalmer No, .........ooeeeneen

DY ME, OF DY it cr et erree ettt r et sr st ca et eaa e e e e narnns

working under my personal supervision.

Student ..oooiiii
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

- . . -
~ S




